REQUEST FOR EMERGENCY VISITATION TRAVEL (EVT) AUTHORIZATION
REQUEST FOR EMERGENCY VISITATION TRAVEL (EVT) AUTHORIZATION


	PART A – Employee’s Information

                                                                                             Date of Request:      
Name (Last/First/MI):                                                         SSN (Last 4):       

	Pay Plan/Series/Grade:                         Position Title:            

	Command:                                            Division:       

	Work Phone:                                         Home Phone:       

	E-mail:       

	Place of Hire/Home of Record (include City and State):       

	Home of Record Destination (Name of airport):       

	Alternate Destination (Name of airport, City and State):       

	Red Cross No. (if applicable):       

	Employee’s Dates of Travel – Depart:                                    Return:     
Dates of Approved Leave –     From:                                      To:            
(*Please attach approved Leave Request Form SF-71 or SLDCADA screenshot.)


	PART B – Family Member’s Travel                                                                                

Traveler’s Name (Last/First/MI):                                 Relationship:           DOB:           

                                                                                      Relationship:           DOB:       
                                                                                      Relationship:           DOB:       
Dates of Travel – Depart:                       Return:     

	PART C – Circumstance of Emergency 

Select the reason for the travel (please choose only one)
     
Medical (seriously ill or injured and faces imminent death)
(*Please attach statement from medical provider.)
     
Death

(*Please attach death certificate or copy of obituary.) 

     
Incapacitated Parent (*Please attach certification of incapacitated parent statement.)
Please choose only one:

 FORMCHECKBOX 
 Arrange medical care

 FORMCHECKBOX 
 Home care services

 FORMCHECKBOX 
 Evaluate a facility placement

     
Unusual Personal Hardship
(*Please attach employee statement detailing the exceptional circumstances, certifying the nature of the circumstances and any documentation relating to the circumstances.)



	 PART D– Immediate Family Member for Emergency

  Please choose only one:

   FORMCHECKBOX 
 Spouse

   FORMCHECKBOX 
 Parent (Mother)   FORMCHECKBOX 
 Parent (Father)   FORMCHECKBOX 
 Parent (Mother-in-law)   FORMCHECKBOX 
 Parent (Father-in-law)
   FORMCHECKBOX 
 Child                    FORMCHECKBOX 
 Stepchild
   FORMCHECKBOX 
 Brother                FORMCHECKBOX 
  Sister                 FORMCHECKBOX 
 Brother-in-law                 FORMCHECKBOX 
 Sister-in-law



	Supplemental Information

   Address of place which emergency exists:

     
    Name, address, phone number and relationship of person for the  emergency contact:
     
     


	    Additional information/remarks if any:
     
     
     
     Red Cross Case # (if applicable):      


	PART E – Employee Certification and Supervisor Approval

Employee Certification:  I certify that the information provided in this request is correct and complete to the best of my knowledge and ability.  
I acknowledge that I am required to submit an SF-1190 to modify my Post Allowance Entitlements to HRO if my dependent and/or I will be away from the overseas post for more than 30 consecutive calendar days.
     Employee’s Signature: __________________________________ Date:      
     Supervisor’s Approval: _________________________________  Date:       
                                                    (Printed Name & Signature)



	PART F – Authorizing/Order-Issuing Official (AO) Certification

I certify that I have confirmed the need for Emergency Visitation Travel to ________________ 

                                                                                                                         (name of airport)

________________ and return.

   (City, State)  

AO’s Certification:                                                                        Date:      
                                       (Printed Name & Signature)



	PART G – HRO Certification (CODE N133 ONLY)

Immediate Family Member – Verified / Not Verified

Serious illness or injury, or death of immediate family member – Verified / Not Verified

Documentation of leave request approval – Verified / Not Applicable

_____________________________ has / has not met all the conditions for eligibility of Emergency Visitation Travel (EVT).  
Remarks:   Only one traveler is authorized travel at government expense under JTR 
                    paragraph 7020.
__________________________________________________      _________________

(Chief, Labor and Employee Relations & Services Division)                     Date
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